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ABSTRACT 
Military optometry was examined through a review of the 
literature and a survey of optometrists providing clinical care in 
the United States Army. This was conducted to determine what 
barriers may exist that preclude the provision of full scope 
optometric care in the Army. An optometrist to population ratio of 
1:23,000 was found that is substantially higher (approximately 
double) than that of the civilian sector. A lower percentage of 
career optometrists provided contact lens examinations, low vision 
examinations, vision therapy examinations and training sessions 
than did their non-career and undecided counterparts. Career 
optometrists performed a substantially greater number of eye ex-
aminations/visual analyses per year than did their non-career 
counterparts. At the same time career optometrists were providing 
less other than routine care, their perception was that they were 
providing full scope optometric care. Organizational structure and 
individual perceptions of full scope care may erect barriers to the 
provision of comprehensive vision care in the U.S. Army. A series 
of recommendations are forwarded as steps to be accomplished 
before it can be expected that comprehensive (full scope) optomet-
ric care will be realized in the U.S. Army. 
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INTRODUCTION 
That active duty military personnel , military retirees, and 
dependents are not provided with the full spectrum of optometric 
serv1ces for which optometrists are educated, trained, and pre-
pared to render has been advanced as a problem, both by the 
recipients and providers of optometric care in the armed forces. 
This investigation was undertaken to ascertain what, if any, 
barriers exist that preclude the rendering of full scope optometric 
care in the U.S. Army. 
Historical Descriptions of Military Optometry 
Averill reports 1 " .Active duty military personnel and 
retirees are being denied the full health care benefits they were 
promised when they embarked upon their military careers. Depart-
ment of Defense directives and in many instances the administra-
tive procedures of the individual military services result in, or 
require, a significantly lower quality of care than Americans in 
the civilian sector can routinely obtain. . In one branch of 
the armed services the ratio is one optometrist for approximately 
39,000 military personnel and retirees. . The optometrist who 
has elected to serve his country by providing his special services 
through a military career finds that he is in large measure, 
required to disregard his basic obligation to give each and every 
patient a thoroughgoing and complete examination to determine the 
condition of the visual system, to diagnose anomalies identified, 
2 
and to prescribe proper treatment. .Optometrists in the mili-
tary setting are not allowed to practice the full scope of optome-
tric diagnosis and treatment of conditions of the vision system 
based on their own professional judgement of the patient's needs . 
. . The AOA can, must, and shall continue to strive to obtain for 
military beneficiaries the same professional vision care benefits 
available to the civilian population, including the full range of 
optometric services .... " 
In an editorial, Eger 2 states : "Low VlSlOn care, visual 
training and orthoptics, develop men tal optometry, and other special 
services within the educational parameters of the optometrist are 
almost unheard of in military eye care. . Optometry must be 
able to practice the full scope of optometric care. . the diagnosis 
and treatment of all conditions of the vision process. .You 
must be willing to subjugate your professionalism to the will of 
your medical superior whether he [out]ranks you or not. You must 
be willing to practice a severely limited scope of optometry real-
izing that your case load will not permit anything but minimal 
refractive care." 
ln describing the shortage of military optometrists, Johnson 
comments 3 : "Unfortunately, the military community finds itself con-
fronted with extreme understaffing and an ever expanding patient 
load. Upon my assignment to Fort Belvoir, Virginia, in August of 
1969, the situation was so untenable that optometric care for 
military dependents had been stopped prior to my arrival. Assess-
ment of the situation convinced me that an appreciable amount of 
time was available for caring for entitled patients other than 
3 
active duty members, but that providing optimum care for the 
entire population served was impossible. . . . While any form of 
triaging is less than optimum care, visual screening which utilizes 
the skills of optometrists and ancillary personnel can serve an 
equitable and effective service. . . The patient population must 
be informed as to the limitations of any screening program and not 
be misled into thinking they have received a complete visual 
examination if such a service has not actually been provided. 
Conversely, the traditional thought of requiring a complete visual 
examination every 'X' number of years should be carefully re-
evaluated in a realistic approach to the shortage of eye practi-
tioners. Closely administered screening and sorting appears to 
provide effective utilization of all types of optometry clinic person-
nel and results in under- and over-referral rates which are 
tolerable considering the limitations of this approach which admit-
tedly entails less than optimum care." 
In describing the reasons for the manner in which military 
optometry is practiced Greene and Fox state4:" .. Health care in 
the military has opera ted under an HMO type system for decades, 
so it is a typical example of the federal government's traditional 
approach to vision care in an HMO, and in particular, optometry's 
role in it. It is the opinion of a majority of military optometrists 
that they are rendering vision care which is significantly narrower 
in scope and lower in quality than that in which they would be 
providing as civilians. In a recent survey conducted of all 
military optometrists 84% of those responding felt they would be 
practicing a wider scope as civilians, and 51% felt the quality of 
4 
their work would be higher. . The scope and quality has 
remained below our civilian counterparts primarily because of 
restrictions placed upon military optometrists in their professional 
development and in their clinical practice by medical supervi-
sion. II 
Medical, dental, and veterinary care available to eligible 
recipients is defined in Army Regulation 40-3. The only reference 
to optometry or vision care is in Chapter 11, titled 'Optical Ser-
vices', which is primarily concerned with the types of optical aids 
authorized. Quoting Greene and Fox again4 "It states simply that, 
'The eyes of all military personnel will be examined, when 
indicated, as soon as possible after entering service.' The words 
optometrists or optometric services are mentioned only four times in 
this eleven-page chapter; and in three of these instances they are 
used interchangeably with the word 'refraction. ' This apparently 
is the Army Medical Department's concept of vision care. II 
Greene and Fox . 4 contlnue : II . lf the medical profession, 
and in particular ophthalmology, consistently recognized the know-
ledge, training, and skill of today' s optometrist, and gave him 
the necessary freedom and resources to provide his patients with 
the vision care they require and deserve, then the quality and 
scope of military VlSlOn care would most certainly be equal to that 
which is available to the civilian community. In some cases, 
individual military optometrists have been able to broaden the 
scope and raise the quality of vision care provided in their own 
clinics because their immediate medical supervisor either recognized 
its value or did not feel inclined to interfere. But these local 
5 
improvements are always temporary and are subject to reversal 
with a change in medical supervisors. The previously mentioned 
survey of military optometrists found that 48% of those responding 
see twelve to fifteen patients per day for 1 complete 1 vision 
examinations; 31% see sixteen to eighteen per day; and 12% see 
over eighteen per day. It would be an amazing optometrist who 
could practice full scope, high quality optometric care with these 
patient loads, especially if his or her patient population has 
significant numbers of geriatric and pediatric patients and rotated 
as frequently as do military populations. The workload is becoming 
an increasing problem with the change to a peacetime and all-
volunteer armed forces where shortages of optometrists are causing 
medical supervisors to become more involved in 1 solving 1 the 
problem of long backlogs of patients seeking care. Most of the 
military optometrists who feel satisfied in their work are those who 
have transferred into research or administrative positions. The 
situation is intolerable not only from an ethical standpoint, but 
also because it is inconsistent with the policy of the medical 
departments of the various branches of the armed forces--to render 
the highest possible level of health care to all eligible recipients. 
Military optometrists must be given the freedom to provide the 
same scope and quality of optometric care to military patients as 
is available to the civilian community. The element of job satisfac-
tion for the optometrist also must be considered." 
Legler points out some of the difficulties encountered by 
military optometrists in attempting to provide vision 5 care . He 
feels that Army regulations need to define the scope and mode of 
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optometry, rather than each optometrist trying to justify his or 
her scope of practice. Problems with replacement and procurement 
of practice-expanding equipment could be eased if equipment needs 
were specified by regulation. In his opinion, manpower surveys 
need to be covered in regulations, since no clear-cut explanation 
of 'optometric work units' is available for use. Neither are there 
guidelines as to method or type of statistical data records. Since 
these items are not specified by regulation, it becomes a rna tter of 
personal justification and confrontation when trying to convince a 
budget-minded non-optometrist administrator of the need for more 
optometrists to provide proper vision care for the patient load . 
Another difficulty encountered is job performance ratings conducted 
by non-optometric supervisory personnel; they have no realisti c 
feel for standards other than the number of complaints/ compliments, 
the volume of patients examined, or the patient backlog. Neither 
are they aware of the scope of services offered by civilian 
optometrists. The above mentioned problems lead to dissatisfaction, 
disillusionment, and difficulty in recruiting and retaining optome-
trists in the armed forces. 
A symposium was held in early 1977 at the Pennsylvania 
College of Optometry to discuss problems facing military optometry. 
Discussion at the symposium indica ted6 : " . Military optome -
trists point to the fact that often, scope of practice is limited, 
patient workloads excessive, their facilities inadequate for optome-
tric specialty care. . The optometrist in basic training centers 
has little regard for the men and he has no regard for himself as 
far as the patient is concerned . What he is doing is no t 
7 
optometry. He's just turning knobs as fast as he can and doing 
the fastest pair of glasses. . Active military personnel, those 
retired, and their dependents are not receiving the full health 
care benefits they were promised when they began their military 
careers. .. The number of patients to be seen are so great that 
an optometrist, many times, must disregard his obligation to give 
each patient a thorough, complete examination. . .We're really 
just taking care of symptoms." 
The Concept of Health Maintenance Organizations (HMOs) 
Since the military health care system has been described by 
some as a health maintenance organization (HMO), it may be useful 
to identify some of the guidelines that the American Optometric 
Association (AOA) has advanced concerning the role that optometry 
should play and the scope of practice that should be striven for 
in HMOs. To assure that optometry's identity is rna intained and 
that patients receive quality vision care services, Bucar states 7 : 
" . ( 1) the HMO must not be physician domina ted--the optometrist 
must practice as an equal, (2) the optometrist should be utilized 
at his highest level of training and skill, and ( 3) the full scope 
of optometric services should be provided. 
The AOA Committee on Public Health published a list of 
recommendations for the inclusion of optometric services in HMOs as 
well as other health care delivery systems (OHCDS). One of these 
8 
recommendations reads : "OHCDS should provide for the highest 
standards of care, and standards of optometric vision care should 
be consistent with the AOA' s Manual of Standards for Clinical 
8 
Optometric Facilities of the Council on Clinical Optometric Care 
(CCOC). II 
Full Scope Optometry 
The scope of optometric practice has been a topic that has 
received much publicity in the optometric journals; at state, 
regional, and national conventions; and in the schools and colleg-
es of optometry throughout the past decade. 
Scope of practice has been defined as the boundary or 
perimeter within which a profession or an individual has complete 
freedom to provide services; it is the range of education and 
licensure in optometry and should be considered flexible, to meet 
the future needs of patients. According to Eger9 , the scope of 
optometric care is the expanding scope of responsibilities; for the 
profession of optometry includes prevention, determination, and 
remediation of problems of the visual system along with the 
improvement and maintenance of efficiency in his environment. The 
optometrist provides a great variety of services to meet the needs 
of each individual patient; the methods and procedures necessary 
to determine and evaluate a patient's vision status are matters for 
the optometrist's professiona 1 judgement. 
In his inaugural address as president of the AOA, Dr. 
Robert Day 10 stated : II . The profession of optometry must take 
immediate action to develop new concepts to assure the delivery of 
optometric care at the highest quality and in the full scope 
through all third party payment programs and all other types of 
deli very systems in the United States. . . . The optometrist's 
9 
decisions must be based on the best interest of the patient .. 
It is the responsibility of optometry to provide comprehensive, 
quality vision care to all persons at the lowest possible 
price. Exclusion of the full scope of optometric care in 
public and private third party payment programs is a disservice 
to our patients. We must make sure that the level of complete opto-
metric care which is available in the private sector is also avail-
able to any recipient of a third party payment program. 
[However,] inclusion of the full scope of optometric care in third 
party payment programs is meaning less if our profession cannot 
deliver." 
Past-President of the AOA, G. Burtt Holmes 11 state d : "The 
optometrist must be educated and trained to provide or refer to 
others the full scope of optometric services. Frequently we hear of 
the limited scope of optometry when actually the limitations are 
self-imposed and services available by law are not being made 
available to the patient because of such reasons as neglect, 
inadequate training, or design. The public deserves the right to 
have an optometrist who has available to him all methods or means 
necessary to provide full optometric care and who is properly 
trained and educated to utilize them. Any change in the 
system that provides for compensation to the optometrist for ser-
vices by the federal government, third party payment carriers, 
prepaid group care, or others, will obviously demand some controls 
as to the quality, cost, and type of optometric services provided. 
It is here that the profession must give direction so that only 
care of the highest quality be offered and that the full scope of 
10 
optometric services be made available, not merely the traditional 
1 refraction 1 and spectacles. A wide range of services with empha-
sis on the preventive aspect should be available." 
Optometric Services 
The scope of optometric services include visual screening 
examinations, clinical instrumentation, contact lens fitting, visual 
training, orthoptics, low vision aids for the partially sighted, 
artificial eyes, industrial vision consultation, and public and 
community health. The most rapidly expanding area of service is 
in school consultation and remedial services for low achievers. 
Approximately 25% of all children have some difficulty in learning 
to read, and an unknown proportion of this group have some sort 
of visual problem. A publication issued in July 1970, by the Execu-
tive Office of the President of the United States stated: "That all 
of the 700,000 youngsters who drop out of school each year are two 
to three years behind their group in reading skills." The chief 
psychologist at Sing Sing Prison in New York, F.R. Gilbert stated: 
"The White House Conference on Children and Youth bears out 
various prison studies of my own. Up to 80% of the delinquents 
and semi-delinquents studied by the Conference had learning diffi -
culties, specifically in reading, and poor vision was found to be 
a contributing factor in SO% of these cases. " 12 
The Better Vision Institute recommends: ( 1) an examination 
of the infant at whatever age the parents or pediatrician suspec t 
an eye problem, (2) a comprehensive examination for every child 
before he enters school, since uncorrected visual problems may 
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interfere with the learning process, ( 3) annual examination during 
the school years, (4) biennial examination of those aged 20-45, 
and (5) annual examinations for those over 45. 12 
A satisfactory screening program for the schools should 
include tests of the function of the visual system when the indi-
vidual is looking at a distance object and also at his / her proper 
reading distance. Such a procedure should be administered as a 
minimum in the first, third, fifth, seventh, and ninth grades. 
Since functional disorders are far more likely to occur among 
children than pathological disorders, the necessity to screen effec-
ti vely for them is obvious. Many of the problems of children are 
quite subtle, affecting not so much visual acuity as attention span 
and visual discrimination. Research optometrists have contributed 
important knowledge about visual performance, sensory psychology, 
and learning theory, and practicing optometrists are applying this 
knowledge for the benefit of learning by the child in the 
classroom. Optometrists have worked closely with reading special-
ists in programs of remedial reading and with clinical psycholo-
gists who work with problems of learning impairment. Optometrists 
view their service as related to visual performance. As such they 
are concerned with eye health, visual acuity, comfort, visual 
perception, binocular coordination, vision development, visual ef-
f . . d . . f 12 1c1ency, an v1s1on per ormance. 
Three levels of service have been described--minimal, basic 
and comprehensive. Minimal service, in general, is a very brief 
history, an internal and external examination of the eyeball and a 
simple sight test (refraction). This is not deemed adequate. 
12 
Basic service is offered by most optometrists and usually 
includes a more complete history, internal and external examina-
tion of the eye, tonometry, refraction, oculomotor performance, 
fusional reserves, accommodative adequacy, visual field studies 
when indicated, and a battery of tests at the patient's working 
distance: in the case of a school child at his/her reading 
distance, and in an adult at the distance of his/her work and 
hobbies. Many optometrists rendering a basic service also do 
contact lens work, but refer to other optometrists for other 
specialized services. 
An increasing number of optometrists offer comprehensive 
service and in addition to the tests listed above; they investigate 
the visual performance skills including visual perception. They 
have prepared themselves in one or more of the following special-
ties: Vision Therapy (Visual Training, Orthoptic Training, and 
Pleoptics); Visual Development of Children; Vision and Learning; 
Low Vision; Aniseikonia; Contact Lenses. 
When cost and efficiency are the primary consideration, 
quality tends to suffer and there are pressures tending toward 
minimal care. To raise minimal care to basic care requires two to 
three times as much time with each patient; even more time is 
d f h . 12 require or com pre ens1 ve care. 
Turner, former chairman of the AOA's Committee on Federal 
Service Optometry and a career optometrist, describes three levels 
of optometric service in virtually identical substance to those 
mentioned above: minimal, basic, and full scope visual care. 
According to Turner, minimal visual care is: 
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( 1) Applicable to basic training centers and time of rapid 
mobilization; 
(2) to include the detection of departure from the optimally 
healthy eye; 
( 3) history by checklist; 
(4) visual acuities, near and far in each eye, unaided and 
corrected; 
(5) evaluation of ametropia; and 
(6) determination of binocularity. 
Basic visual care is: 
( 1) Applicable under temporary conditions to fulfill mission 
requirements. This would apply to active duty military 
personnel after other categories of patients have been 
restricted from the schedule and there is still a backlog 
of active duty; 
(2) detailed examination of the eye and adnexa (provisional 
diagnosis); 
(3) perusing medical records for significant history and 
reason for visit; 
(4) visual acuities, near and far in each eye, unaided and 
corrected; 
(5) objective and subjective determination of ametropia; 
(6) evaluation of binocularity and accommodation; 
( 7) final diagnosis; 
(8) disposition, 
(a) reassurance, 
(b) visual treatment plan, 
14 
(c) referral. 
"Full scope visual care is: 
(1) Applicable to provide optimum care to the visual needs 
of the beneficiary and to maintain the overall competen-
cy of the optometrist; 
(2) detailed examination of the eye and adnexa including 
supplemental diagnostic procedures necessary for finaliz-
ing the disposition; 
(3) study medical records, take a systemic, familial, and 
ocular history, occupational and personal visual needs 
and analyze in relation to all complaints; 
(4) visual acuities, far and near in each eye, unaided and 
corrected; 
(5) baseline data on corneal curvature, visual fields, and 
color vision; 
(6) objective and subj ective determination of ametropia with 
and without diagnostic drugs; 
( 7) evaluation of binocular coordination and accommodation; 
(8) final diagnosis; 
(9) disposition, 
(a) case presentation (discussion of findings and ad-
vise patient), 
(b) follow through with vision treatment plan including 
specialty areas, 
(c) direct referral of the patient to the appropriate 
specialist when any symptoms or findings are not 
amenable to optometric therapeutics. ,,lJ 
15 
"The principle objective of an HMO is to provide quality 
services at the highest level of eff.i._c.i.ency (emphasis added) pos-
sible", notes Gensler. 35 While this principle of operation is desir-
able, it is imperative from a professional standpoint to ascertain 
if the autonomy of optometry is being sacrificed in the process. 
Infringement upon the domain of optometry by other members of the 
health care team should not be tolerated; the maintenance of 
professional integrity is absolutely essential. 
The following is quoted from Optometry: Education for the 
Profession : "A comprehensive program of vision care includes the 
following: 
( 1) comprehensive eye examination and visual analysis with 
supporting tests based on the nature and severity of 
the visual problem; 
(2) visual therapy, including straightening physical devia-
tion such as squint, and training to alleviate problems 
arising from sub-average visual coordination, percep-
tion, and development; 
( 3) screening programs for schools, industry, motorists, 
long-term care and geriatric institutions, community ac-
tion programs and health centers; 
(4) specialized clinical procedures including low vision 
care, contact lens prescription, and the correction of 
aniseikonia; 
( 5) industria 1 and school consultation to plan, organize, 
and operate and evaluate vision care programs in 
schools and industry for work performance, efficiency, 
and safety. " 12 
16 
The vision care program outlined above should be the goal 
of optometry in general and military optometry specifically. 
Review of Manpower Research 
Because of the alleged shortage of optometrists in the milt-
tary as well as the providing of less than optimal optometric 
. b '1' t t t . 1- 4 serv1ces y m1 1 ary op orne nsts , a review of the literature was 
conducted to determine what has and is being done to assess 
current and future optometric manpower requirements. In recent 
years, interest in health manpower has resulted in many studies 
assessing 
scope of 
by Lowe, 
. . 14-27 d d d optometnc manpower requ1rements an mo e an 
optometric practice. 28 ' 29 With the exception of the study 
27 Mayer, and Ragsdale, virtually all of these studies 
ignored productivity as a factor in projecting manpower needs. 
Studies by the National Center for Health Statistics 
( NCHS) 18 ' 19 characterized the population of optometrists, ratio of 
practitioners to population (9.3:100,000 or 1:10,750), and profession-
al characteristics such as type of employment, primary activities, 
and allocation of professional time. Birchard and Elliott 14 conduc-
ted a study by gathering data with a survey instrument concerning 
desirable frequencies of case studies (i.e., annual or biennial 
examinations), the amount of time to be allotted for each case 
study, the number of case studies to be conducted per week, and 
the number of weeks per year to be spent in the office. Assuming 
a National Health Plan would be in place in the projected years 
0970 and 1980), they projected a need for a practitioner to 
patient ratio of 1:8,000. Butter's review of health manpower 
17 
research indicates that although productivitiy is difficult to mea-
sure, it must be taken into account in estimates of present and 
prospective health manpower . 15 p d . •t requ 1rements. ro uct1 Vl y has been 
defined as the total number of annual diagnostic visual analyses 
performed by an optometrist. Visual analysis refers to a complete 
examination, diagnosis, prognosis, and treatment plan for any 
individual patient as a measure of productivity. 27 
Productivity can be increased considerably by the utiliza-
tion of paraoptometric personnel; as is evidenced by their exten-
si ve use in group practices, HMOs, and the military. Haffner, et 
al 17 postulated that the use of ancillary personnel can save the 
optometrist one third to one half the time spent per patient. The 
importance of group practice and ancillary personnel to productivi-
ty and the importance of productivity to national health insurance 
has been noted by Cultice, et al. 21 
Focus of Investigation 
With the above concerns in mind, this study was undertaken 
to determine the characteristics of current optometric practice in 
the U.S. Army. The information presented in this study will 
provide a basis for which other studies may continue in this same 
area. Better planning for manpower requirements in military optome-
try as well as health maintenance organizations and group prac-
tices should result. 
METHODOLOGY 
A survey instrument was designed and sent to all United 
States Army optometrists identified as providing clinical patient 
care. The most current duty roster (January 1981 ) was utilized as 
the mailing list. One hundred eighty ( 180) questionnaires were 
sent with a cover letter explaining the purpose of the study (see 
Appendix A). 
The survey investigated practitioner and clinic characteris-
tics. l t included characteristics as age, rank, career/ undecided/ 
non-career, and professiona l school attended. Clinic characteristics 
are described in areas as: 
( 1 ) Organizational structure (to whom optometry is respon-
sible; i.e., Chief of Professional Services, Department of 
Surgery, Department of Outpatient Clinics, etc. ) , 
(2) The number of optometrists assigned to each clinic, 
( 3) Utilization of paraoptometric personnel; 
(4) The number patients seen / scheduled each day; 
(5) The amount of time scheduled for an examination; 
( 6) The scope of optometric services offered; and 
( 7) The size and characteristics of the popu l ation served by 
the health care facility. 
RESULTS AND DISCUSSION 
There are eighty-four United States Army installations where 
optometrists provide vision care in a clinical setting. The respon-
dents to the survey represented in total, 52.4% (44 out of 84) of 
the installations. Army Medical Centers (AMCs) were represented 
at a 37.5% rate, (3 out of 8), Medical Department Activity Centers 
(MEDDACs)/Army Hospitals at a 57.1% rate (28 out of 49), and 
Clinics/Dispensaries at a 48.1% rate (13 out of 27) as is indicated 
in Figure 1. 
Of the total number of questionnaires sent (one hundred 
eighty), two were returned as undeliverable, and six optometrists 
indicated that they were not performing clinical optometry as a 
primary function. Over a two month period, a total of sixty ( 60) 
optometrists responded for a return rate of 34.9% ( 60 out of 172). 
Questionnaires that were partially incomplete were used where 
possible; therefore, the 'n' (number) may not be the same for 
each item on the survey. 
The respondents were categorized as "career," "undecided," 
-" (as to career), and "non-career." The distribution of this data is 
*Career--a career optometrist is one who has decided to stay in 
the Army for (at least) 20 years, at which time s/he is 
eligible to retire and receive a pension. 
Undecided--one who has not made a decision whether or not to stay 
in the Army (beyond his/her obligation, if any). 
Non-Career--( generally) one who (is serving an obligatory period 
of time in the Army and) has decided to leave the Army (at 
the termination of the obligation). 
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displayed in Figure 2. 
The mean, median, and range of age for each of the above 
categories is presented in Table 1, as well as the mean and range 
of their time-in-service (TIS). As can be seen from Table I, the 
mean age of the undecided group is approximately 3.6 months 
greater than the non-career group and the mean age of the career 
group is approximately 11 years greater than the other two 
groups. The non-career and the undecided groups are comprised of 
Captains (0-3) only, while the career group ranged in rank from 
Captain (0-3) to Colonel (0-6). 
Also in Table I are data reflecting: (1) The number of 
patients seen/scheduled each day, ( 2) the number of examinations 
performed each day, (3) the amount of time scheduled with each 
patient for an examination, (4) the respondents 1 opinion regarding 
the amount of time allotted for an examination vis-a-vis the 
quality of vision care provided, and (5) the respondents I opinion 
regarding their provision of full scope care. The total number of 
respondents who felt that they were not practicing full scope 
optometry was 54.2% (32 out of 59). The primary reason given was 
"patient load precludes it." The demand for services exceeds the 
manpower supply. 
Figure 3 depicts the number of respondents from the various 
schools of optometry and their career status. In Figure 4, the 
heavy preponderance of optometrists in the military who attended 
independent ( private) institutions can be noted. The unseem ingly 
high number of respondents from Pacific University is probably 
best explained by an 1 alumnus response 1 phenomenon, since the 
FIGURE 2 
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TABLE I. RESPONDENTS' CHARACTER IS TICS 
Non-Career 
Age 
Mean 28.9 
Median 29 
Range 26-35 
Time in Service 
Mean 2.25 yrs 
Range .33-3.75 yrs 
Number of Patients Seen/Scheduled per day 
Mean 13.86 
Median 13 
Mode 13 
N= 17 
Number of examinations performed per day 
Mean 13.59 
Median 14 
Mode 14 
N= 17 
Amount of time scheduled for examination 
20 minutes N= 2 
30 minutes N= 15 
Undecided 
29.2 
29 
25-35 
2.42 
.42-8.67 
13.6 
14 
14 
18 
14.1 
15 
15 
19 
0 
19 
Career 
39.9 
40 
30-52 
13.63 
1. 75-25.08 
13.5 
14 
14 
23 
13.7 
14 
14 
23 
0* 
23* 
N 
w 
TABLE I. RESPONDENTS 1 CHARACTER IS TICS (continued) 
Opinion concerning amount of time allotted for 
examination vis-a-vis quality of vision care 
provided 
Optimal 
Nominal 
Minimal 
Felt to be practicing full scope optometry 
%Yes (N) 
%No (N) 
Reasons for 'no' response 
Patient load precludes it 
Supervisor/Medical Opposition 
Don 1 t desire to provide, but refer 
Not enough time*>'<* 
Lack of Proper equipment*** 
9 
6** 
1 
43.7 ( 7) 
56.3 (9) 
6 
3 
0 
1 
1'0ne response 15 min. for active duty and 30 min. for dependents. 
1
'*0ne responded between optimal and nominal. 
***Comment added by respondent. 
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DISfRIBUflON OF SCHOOLS AND COLLEGES OF OPTOMETRY FROM WHICH RESPONDENTS 
GRADUATED AND THEIR CAREER SfATUS 
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FIGURE 4. DISTRIBUTION OF RESPONDENfS 
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author of the study is from Pacific, rather than reflecting the 
1 true percentage 1 of the Pacific graduates practicing in the U.S. 
Army. 
The survey asked the respondent to estimate: ( 1) the 
number of eye examinations/visual analyses, (2) the number of 
contact lens fittings, (3) the number of low-vision examinations, 
( 4) the number of vision therapy (V. T.) examinations, and ( 5) the 
number of V. T. sessions conducted during the previous year. The 
27 
results of these data are found in Table I I. 
Of those respondents who indicated that they were not 
practicing full scope optometry, 50% indicated they provided vision 
therapy exmina tions, while 69.2% of those indicating that they 
~ practicing full scope optometry indica ted they conducted these 
examinations. For low vision examinations, the percentages were 
42.3% (not full scope group) and 46.1% (full scope 
respectively; for contact lens fitting examinations 69.2% 
group), 
(not full 
scope 
results 
group) 
would 
and 80.8% (full scope group) respectively. These 
be expected--those who felt that they were not 
providing full scope optometric care were, in fact, providing less 
of the same services than that group who indicated that they were 
providing full scope care. However, it also indicates that there 
may, indeed, be varied perceptions of what constitutes "full 
scope". This becomes more evident when looking at the total 
number of examinations performed by these two groups. The full-
scope care group conducted an average of 2, 848 (S.D. = 794) examina-
tions per year versus an average of 2, 740 (S.D.=706) for the 
non-full-scope group. Also, 50% of the non-full-scope group indi-
cated that they feel they are required to see too many patients to 
provide the quality of care they desire; 53.8% feel that the 
quality of care (actually provided to the patient) is diminished or 
degraded because the number of patients they are required to see 
is excessive. However, none of the full-scope group indicated that 
they were seeing too many patients to provide the quality they 
desired or that the quality of the care was diminished or degraded 
because the number of patients being seen was excessive. This is 
TABLE II. QUANTITIES AND TYPES OF EXAMINATIONS 
N= Mean Std. Dev. Range % of Respondents providing 
- --
-
this service 
Estimated number of eye ex-
amination/visuai analyses 
performed during last year 
Career 21 3052.4 873.9 1800-5000>'< 
Undecided 16 2803.1 632.3 1600-3700 
Non- career 17 2458.8 528.1 1500-3500 
Total 54 2791.7 757.8 1500-5000 
Estimated number of Contact 
Lens Fittings 
( 1 ) Of those who fit Contact 
lenses 
Career 12 68.4 75.5 6-300 
Undecided 12 136.7 86.9 10-400 
Non- career 17 114.6 91.3 20-350 
Total 41 107.6 93.3 6- 400 
(2) Of all respondents 
Career 21 39.1 66.4 0-300 57.1 
Undecided 16 102.5 95.7 0-400 75.0 
Non-career 17 114.6 91.3 20-350 100.0 
Total 54 81.7 93.4 0-400 75.9 
Estimated number of Low 
Vision Examinations 
(1) Of those who did Low 
Vision exams 
Career 7 13.1 23.4 1-70 
Undecided 7 5.0 2.9 1-10 
Non-career 8 3.0 3.5 1-12 
Total 22 6.9 14.2 1-70 -- N (XJ 
TABLE TI. QUANTITIES AND TYPES OF EXAMINATIONS (continued) 
(2) Of all respondents 
Career 21 4.4 14.9 0-70 33.3 
Undecided 16 2.2 3.1 0-10 43.7 
Non-career 17 1.4 2.8 0-12 47.1 
Total 54 2.8 9.6 0-70 40.7 
Estimated number of V. T. 
examinations 
(1) Of those who did 
V.T. exams 
Career 9 25.2 29.9 2-100 
Undecided 10 48.9 38.9 2-100 
Non-career** 12 14.2 13.2 1-50 
Non-career 13 22.7 32.1 1-125 
Total 32 31.6 35.8 1-125 
( 2) Of all respondents 
Career 21 10.8 23.2 0-100 42.9 
Undecided 16 30.6 38.8 0-100 62.5 
Non-Career 17 17.4 29.7 0-125 76.5 
Total 54 18.7 31.6 0-125 59.3 
Estimated number of V.T. 
sessions conducted 
(1) Of those who did in-
office V. T. 
Career 4 73.8 37.8 5-150 
Undecided* 'f< * 7 74.7 72.2 1-200 
Undecided 9 169.2 187.9 1-500 
Non-ca reer 7< 7< 7< 7< 10 30.8 32.2 1-75 
Non-career 12 59.0 69.6 1-200 
Total 25 101.0 134~8 1-500 
N 
1.0 
(2) 
* 
** 
*** 
** -1< -1< 
TABLE II. QUANTITIES AND TYPES OF EXAMINATIONS (continued) 
Of all respondents 
Career 21 14.0 37.8 0-150 19.0 
Undecided 16 95.2 164.1 0-500 56.3 
Non-career 17 41.6 64.3 0-200 70.6 
Total 54 46.8 104.7 0-500 46.3 
Three estimates (4400, 4500, 5000) are believed to be too high, since this corresponds to greater 
than 18.3, 18.75, and 21 patients per day, respectively, and no one reported seeing that many 
patients per day. However, the mean number of examinations (3052.4) is within approximately 
30 patients for the year (utilizing the data from Table I and extrapolating to a full year of 
48 weeks), when one estimates an adjustment factor for the approximately 42% of the respondents 
who report a half-day off per week, using the reported number of examinations per day for the 
entire group. 
N=12 was computed because one respondent reported greater than 2.5 times the number of V. T. 
examinations than did the second highest response, thus skewing the data remarkably in such 
a small sample. 
N=7 was computed because two respondents reported greater than 2.5 times the number of V.T. 
session than did the second highest response, thus skewing the data remarkably in such a small 
sample. 
N=10 was computed because two respondents reported greater than 2.5 times the number of V. T. 
sessions than did the second highest response, thus skewing the data remarkably. 
w 
0 
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true even though they were providing more examinations (on 
average) than the non-full-scope group. It is postulated that this 
perceptual difference arises from a fundamental conceptual differ-
ence as to what constitutes full scope care. Of the full-scope 
group, there were very few responses (less than 10%) indicating a 
desire to provide any services that were currently not being 
provided, yet 30.8% did not provide V. T. examinations, 53.9% did 
not provide low vision examinations,* and 19.2% did not provide 
contact lens examinations. This latter category is in contrast to 
only 7.4% of civilian optometrists who did not fit contact lenses, 
d . t d d b h P bl . H 1 h S · 18 accor 1ng o a survey con ucte y t e u 1c ea t erv1ce. 
This was in 1968-69 and it would be expected that this percentage 
is even lower today (closer to 100% who do fit contact lenses ) . 
The group indicating that they did provide full scope care, 
most frequently practiced where the optometry service reported to 
the Chief of Professional Services; the group indicating that they 
did not provide full scope care, were most typically practicing 
where the optometry service reported to the Ophthalmology Service/ 
Department of Surgery (see Table III). One conclusion--there is a 
more conducive environment for providing full scope care if the 
optometry service reports to the Chief of Professional Services 
rather than the Ophthalmology Service/Department of Surgery. 
Based on the responses, however, no clear cut differences 
emerge that indicate any particular organizational setting (AMC, 
*It is probable that at many installations there is little demand 
for this service due to small number of patients with the require-
ments for this service. 
FULL-SCOPE GROUP 
A* H 
1 2 
2 3 
- 8 
- 2 
- -
TABLE Ill 
DlSfRIBUTION OF RESPONSES WITH REGARD TO CLINIC 
SETTING VIS-A-VIS FULL SCOPE CARE 
"NOT FULL-SCOPE GROUP 
c A H c OPTOMETRY SECTION REPORTS TO: 
- 1 11 - OPHTHALMOLOGY SERVICE 
1 1 6 - DEPARTMENT OF SURGERY 
- -
2 - CHIEF OF PROFESSIONAL SERVICES 
- - 1 1 DEPARTMENT -OF CLINIC5/0U'f-PATIENT 
SERVICES 
8 
-
1 8 HOSPITAL/CLINIC COMMANDER 
*A - ARMY MEDICAL CENfER 
H - MEDDAC/ ARMY HOSPITAL 
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MEDDAC, or Clinic/Dispensary) as providing a more favorable 
climate for rendering full scope care than any other. Although the 
data do not reveal significant differences, it is generally felt that 
optometrists performing their duties in outpatient facilities and 
Troop Medical Clinics have greater freedom and opportunity to 
practice full scope optometry. The fact that organ iza tiona l struc-
ture influences the scope of optometric services and proper referral 
is exemplified by an incident that occurred in early 1980 at a 
metropolitan Washington, D.C., Health Maintenance Organization. 
An optometrist employed by Group Health Association of Washington, 
D.C., was fired for referring a patient for visual training to 
another practitioner outside the HMO. The HMO' s policy "as suppor-
ted by the American Association Academy of Ophthalmology and the 
American Association of Ophthalmology, is not to participate in or 
recommend the therapeutic modality known as Visual Training. " 36 
Individual perceptual differences became apparent at several 
installations where some felt they were providing full scope care 
and others at the same location felt they were not providing or 
could not provide full scope care. The trend at these clinic 
settings indicates that the Chief of Optometry felt that full scope 
care was being provided, but not all the subordinates concurred. 
Quantities and Types Examinations 
Portrayed in Table I I are data representing the examination 
quanti ties and types according to career status. Severa 1 interesting 
observations are noted: (1) The mean number of eye examinations 
is substantially greater for career than for non-career personnel 
34 
(3,052 vs. 2,459); (2) A lower percentage of career personnel fit 
contact lenses (57.1% vs. 100%) and they fit them in fewer numbers 
(68.4 vs. 114.6 contact lens exam/yr.) than did non-career person-
nel; (3) A lower percentage of career personnel provided low 
vision care than did non-career personnel; (4) this trend is true 
also of vision therapy examinations and sessions conducted. Refer-
ring back to Table I, another interesting dichotomy becomes appar-
ent--a higher percentage of career personnel indicated that they 
were providing full scope optometry than non-career personnel, yet 
in every category surveyed, a lower percentage of career personnel 
provided other than routine 
that full scope optometry 
persons. 
eye care. Once again, this 
has different meanings to 
indicates 
different 
Referring to items 27 and 28 on the survey instrument (see 
Appendix B), it is noted that the question concerning full scope 
optometry is left intentionally open and the responses to it were 
quite divergent, resulting in individualized definitions. It is 
obvious to all, that contact lenses, low vision, vision therapy, 
and routine eye examinations do not in and of themselves comprise 
the full spectrum of optometric services. However, if these four 
areas of optometry are not provided routinely, it would seem to be 
rather pretentious to consider that full scope optometry is being 
provided. That is precisely why the analysis of the survey was 
limited to these areas listed above, rather than address the wider 
range of services and diagnostic procedures that encompass the 
entire profession of optometry, such as 'aniseikonia, developmental 
vision, visuo-motor integration, form perception, visual aspects of 
35 
learning disabilities, visual readiness for reading, electrodiagno-
sis, etc. 
CHAMPUS>~ Reimbursement 
Item 42 relating to CHAMPUS reimbursement also elicited 
some interesting observations. Severa 1 years ago, CHAMP US reim-
bursement for vision therapy/orthoptics by optometrists was discon-
tinued. Of those responding to this question, 82.5% felt that 
because of this policy their patients do not receive proper 
optometric care. Also 86.5% of the respondents felt that they cou l d 
not provide all the vision therapy that their patients require. (see 
Figure 5) 
Analyzing the optometrist to population ratio is a challeng-
ing undertaking, and the results need to be viewed with consider-
able caution. The responses were quite variable with popu l ations 
reported at one installation ranging from 40,000-350,000, at another 
from 110,000-165,000, at another, 95,000-150,000, and at yet anoth-
er from 54,000-91,000 (see Table IV). This leads to the conclusion 
that accurate data regarding the population served (catchment 
area) is either not readily available or inaccurate , or both. 
Therefore, the validity of the conclusions drawn from such data 
must be regarded with reservation. The results indicate that the 
optometrist to population ratio in the Army is about 1:23,000 with 
~·Acronym stands for Civilian Health and Medical Program of the 
Uniformed Services. This program reirrlburses military members at 
the rate of 80% (after an annual deductible ) when care is 
unavailable at a military health care facility and is provided at 
a civilian facility. 
F lGURE 5. EFFECTS OF NON-I<E l M BU RSEMENT FOR VIS lON THERAPY J'HI<OUGH CHAMP US 
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Comments to item 42 
1. "Patients referred prop-
erly and get proper 
care--" 
Examiner provided 
1 VT exam out of 3000 
(0.03%) 
2. "Can handle all re-
quired VT cases due to 
low number in popu-
lation." 
Examiner provided 
6 VT exams out of 
2000 (0.3%) 
3. "I do not perform VT 
and I don't refer to 
the wand wavers." 
w 
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TABLE IV 
Facility Opt. Pop Mean ~ Std.Dev. Range ~~2.E.!:.:. Std. Dev. Bange 
Army Medical 
Centers 1:24,250 121,300 22,500 95,000-150,000 5 0 N/A 
MEDDAC/ 
Hospital 1:22,850 62,600 45,600 10,500-175,000 2.7 1.5 1-7 
Clinic* 1:20,500 35,000 42,400 10,000-160,000 1.7 0.8 1-3 
TOTAL 1:22,981 Range of optometrist/patient population: 1:7,250- 1:75,000 
*Remarks: One optometrist stated, "I'm afraid to ask--estimate about 10,000." This data was not used in the 
above calculations. 
Note: When conflicting data was received from an installation, the high and low figures were discarded in 
the case of three or more varying estimates, and the mean was used when there were two unequal esti-
mates of population. 
w 
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TABLE V 
TECHNIC IAN DUTIES - -Rank Ordered From Mo s t to Least Frequent 
AMC 
1. Tonometry 
Visual Fields 
2. Visual Acuities 
Dispensing 
3. History 
Screening 
Frame Adjustments 
4. Lensometry 
Contact Lens Instruction 
Color Testing 
Fundus/External Photography 
Sphygmomanometry 
MEDDAC 
1. Tonometry 
2. Dispensing 
3. Visual Fields 
4. Visual Acuities 
Screenings 
Contact Lens Instruction 
5. Lensometry 
Frame Adjustments 
6. Frame Repair 
7. Color Testing 
8. Stereopsis Testing 
9. History 
10. Visual Skills 
11. Ordering Prescription 
12. Keratometry 
Fundus/External Photos 
instillation of Topical Drugs 
Field Screening 
Extraocular Motilities 
Near Point of Convergence 
13. Cover Test 
Accomodative Amplitude 
Pupil Test 
Dioptron 
Sphygmomanometry 
Contact Lens Polishing 
Scheduling Appointments 
1. 
2. 
3. 
4. 
5. 
6. 
7. 
CLINIC 
Tonometry 
Dispensing 
Frame Adjustments 
Screening 
Clerical Work 
Visual Acuities 
Color Testing 
Contact Lens Instruction 
Len some try 
Frame Selection 
Visual Fields 
Contact Lens Polishing 
Ordering Prescription 
Drivers License Testing 
Keratome try 
Field Screening 
Stereopsis Testing 
Visual Skills 
Accommodative Amplitude 
Red Lens Test 
w 
\D 
TABLE VI 
TASKS ACCOMPLISHED DURING EYE EXAMINATION AND 
ESTIMATES OF TIME NECESSARY TO COMPLETE THEM 
Task Time Allowance 1' Postulated Time 
OD 
Case History 5 (to 15) 2 
Visual Acuity Measurement 3 
Lensometry 2 
Keratome try 4 
External examination 3 3 
Ophthalmoscopy 4 4 
Retinoscopy 3 3 
Subjective exam 5 (to 15) 5 (to 15) 
Binocular Coordination 
Testing 6 6 
Visual Analysis 2 (to 10) 2 (to 10) 
Patient Explanation 4 4 
Return Problems 
(1 out of 10) 3 3 
Frame Selection 4 
R Verification 3 
Dfspensing 4 
Tonometry ( 1 out of 2) 2 
Field Screening (1 out 2) 3 
60 (to 78) 32 (to 50) 
40 
ExEenditures 
Assistant 
4 
3 
2 
4 
4 
3 
4 
3 
4 
31 
*As found by computing approximate average of random samp l e, of 12 optome-
trists observed at the Optometric Center of New York 
Note: Table adapted from Haffner, et al. 17 
41 
this technician would have completed formal optometric assisting 
training program, with approximately six months additional didac-
tic training, and additional supervised clinical training. The 
aforementioned model does not include time allowances for the 
following tasks: ( 1) visual skills testing (not routinely performed 
on every patient), ( 2) color vision testing, and ( 3) biomicroscopy 
(although vital in contact lens fitting and detection of certain 
pathologies, it may typically not be performed unless indicated). 
Birchard and Elliott reported that the average time spent 
per case study for all age groups combined, was approximately 
sixty-four . t 14 m1nu es. The assumption of approximately sixty min-
utes seemed to be adequate to accomplish a basic visual examina-
tion. 
If the tasks, as delineated in Table Vl, are accomplished 
in the manner indica ted by the optometrist and the technician as a 
team, then thirty minutes is not an unreasonable amount of time 
for the optometrist to spend exam1nmg the patient. One must be 
cautious however, since this time-frame only allows for a basic 
routine visual examination. The time required for contact lens 
evaluations, visual training examinations, developmental vision, 
and low vision are all more extensive. The data from Table I 
indicates that the majority of Army optometrists see between 13 and 
15 patients per day. Based upon the almost unanimous agreement 
of 30 minutes per examination, this represents between 6. 5 and 7. 5 
hours per day, at the absolute minimum, in providing basic 
examinations. This leaves only 30 to 90 minutes, at best, to 
provide anything more than basic care each day. The assumption 
42 
that 30 minutes for the optometrist to provide the necessary testing 
is adequate, is based solely upon the assumption that the techni-
cians are highly trained and practiced, which is often not the 
case in the armed forces. 
As of February 
active duty in the U.S. 
28, 1981, there were 775,000 personnel on 
28 Army. Dependents average between 1. 3 to 
1.5 (average 1.4) per active duty member. This means there are 
approximately 1, 850,000 persons depending on Army optometrists to 
provide their vision care needs. This corresponds to an optometrist 
population ratio of 1:10,700 for active duty personnel and their 
dependents. However, the retiree population and their dependents 
represent an even larger patient load, and their geographical 
location is less easily ascertained. By comparison, Group Health 
Cooperative of Puget Sound, a Seattle based Health Maintenance 
Organiztion has an optometrist/patient population ratio of approx-
imately 1:12,000. Optometrists at Group Health see an average of 
fourteen patients a d 33' 34 ay. This number does not identify the 
type of patient visit, but it can reasonably be assumed that they 
are examinations, based on the study of Lowe, et al. In that 
27 
study, optometrists at Health Maintenance Organizations had an 
average of 81.0 appointments available per week ( 16.2 per day) 
and completed 70.1 examinations (14.0 per day). By comparison, 
their counterparts in solo and group practice had an average of 
35.6 appointments available per week (7.1 per day) and completed 
24.7 examinations per week (4.9 per day) and saw 20.9 patients 
per week (4.2 per day) for "other visits", for a total of 45.6 
patient visits per week ( 9.1 per day). The solo and group practice 
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data was extracted from those respondents from Washington, Ore-
gon, and Idaho. 27 lt should be clear from the data above that 
basic care is the type of service provided at the HMOs, since 14 
examinations per day are accomplished in that setting, more than 
1.5 times the total number of patients seen by solo and group 
practitioners for examinations and other visits. 
Possible Remedies 
In order to better assess the optometric manpower require-
ments and facilities necessary to provide vision care to the re-
cipients of such care, several steps need to be undertaken. First, 
the benefits mission needs to be addressed and formally sanctioned 
by the Congress. There has never been a firm entitlement for free 
care to a 11 beneficiaries of the system. Dr. John Moxley, the 
Assistant Secretary of Defense (Health Affairs ) during the Cart er 
administration, in his address to the 86th Annual Meeting of the 
Association of Military Surgeons of the United States commented : 29 
" ... Also concerned [with the status of military medicine today] are 
the members of the retired community and their dependents, who 
claim to have been promised 'free and complete' medical care as a 
career incentive, only to find out that they didn't read the 'fine 
print'." 
Second, research needs to be conducted to correlate the 
incidence and prevalence of vision conditions with the optimal 
frequency of obtaining visual examinations for people with those 
conditions, as well as developing a sound rational e for routine 
preventive vision care examinations. 
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After establishing the right to health care entitlement and 
the incidence, prevalence and optimal re-examination rate, the 
third issue that needs to be addressed is establishing a realistic 
estimate of the patient population (including retirees and their 
dependents) surrounding all military treatment facilities. Since 
each military member fills out enormous amounts of paperwork 
every time a change in assignment occurs, it would be advan-
tageous to utilize some of that information more effectively. By 
utilizing automated data processing to handle more personnel data 
and making such data accessible to personnel offices at every 
military installation, it would become much easier to identify more 
precisely the number of active duty personnel and their depen-
dents, rather than utilizing the method of estimation or projection 
that is currently utilized. The patient administrat ion and / or man-
power planning departments at military health facilities are cur-
rently unable to make adequate estimates of provider to patient 
ratios due to the above mentioned problems. 
Fourth, after the patient population has been adequately 
defined and the number of patient visits has been estimated, the 
very difficult problem of delivering the optimal care comes to the 
fore. The Comptroller General of the Genera l Accounting Office 
recently published a report with several recommendations concern-
ing the sizing of military medical facilities. The report concludes 
that: 30 " ... the Department of Defense should plan the size of new 
military hospitals and clinics on: ( 1) cost effectiveness (can the 
care be provided at less cost in the civilian sector through 
CHAMPUS?), (2) projected availability, (3) realistic workload projec-
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tions, and (4) teaching and training requirements." The Congress 
would have to amend Title 10 Section 1087, U.S. Code, to allow 
such a policy to be adopted and implemented. 
Projected staff availability is another difficult area to 
address. The military services are unable to hire all the health 
care providers they desire. Since the end of the draft, the All 
Volunteer Force concept has made staffing of the armed forces 
health care system a difficult task. The primary methods for 
attracting health professionals in recent years (particularly physi-
cians, dentists, veteri narians, optometrists, and psychologists ) has 
been the Armed Forces Health Professions Scholarship Program and 
the University of the Health Sciences. Both of these programs must 
compete with the Health and Human Services' National Health 
Service Corps Scholarship Program. Projected strength is uncertain 
because of, among other things, funding for the aforementioned 
programs and the level and stability of pay for health profession-
als in the military consisting of, but not limited to, Variable 
Incentive Pay Bonus, continuation pay, and other specialty pays. 
Job satisfaction also plays an important part in the retention of 
health professionals. It is recognized that pay measures alone 
cannot attract and keep health professions personnel in the mili-
tary. According to Moxley, the health professionals of today 
demand to be allowed to provide the best care of which they are 
capable, and they balk at any threat that may compromise their 
efforts. 29 Therefore, job satisfaction and barrier-free practice are 
closely linked. 
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Patient Backlog 
Backlog has traditionally been an area of concern, but due 
to appointment policy 
possibly by default) 
changes, 
adroitly 
clinic chiefs 
sidestepped 
have, 
this 
constant complaint and irritation on the part 
by design 
past 
of 
source 
retired 
(or 
of 
and 
dependent patients seeking appointments. The complaint used to be 
that "there is a three to six month waiting period to receive an 
eye examination." With notably few exceptions, current appointment 
scheduling policies 
appointments every 
month and taking 
call for opening the appointment book for 
second week, every third week, or once a 
appointments until that block of time is filled; 
this generally occurs within minutes or at the most, half a day. 
At some installations appointment day is staffed by an individual 
who does nothing but make appointments; from the moment work 
starts at 7:30 or 8:00 a.m., the phone literally never stops 
ringing all day long, although all the appointments are actually 
filled very early in the morning. 
This policy has several effects. First, the administrator who 
has to answer to someone about complaints has remarkably few 
complaints about several-month-waits to get an examination, be-
cause either the patients learn to play the game and try to be the 
first to call (rather like listening to a radio program where the 
announcer tells the audience 'you may be the lucky tenth caller'), 
or through frustration they seek vision care in the civilian sector, 
or go without--all reducing demand (but not need) for military 
optometric services. This can have a beneficial effect on adminis-
trator's opinion of the efficiency of the optometry section; since 
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they are generating fewer complaints, everything must be going 
smoothly down there. Few complaints, therefore, good efficiency, 
ergo, good Officer Evaluation Report ( OER). 
Second, the optometry section can now plan more effectively 
for leaves, conventions, seminars, etc., when their schedule is not 
booked up for three to six months in advance, and it also reduces 
the no-show rate. 
Third, the insidious effect, is that now no one can identify 
the unmet needs that may exist. There is no way of knowing how 
many people desire an eye examination but can 1 t schedule one on 
their first, second, or third attempt and therefore give up. If 
there is a significant number of patients in the latter category 
manpower planners currently have no effective way to factor this 
into their analysis. Since 1 X 1 number of examinations are being 
performed by 1 Y 1 number of optometrists and there is no way of 
determining the unmet need, 
torily with the status quo. 
status quo--whether that be 
provide full scope care. 
everything must be working satisfac-
The system therefore endorses the 
adequate or inadequate staffing to 
SUMMARY AND CONCLUSIONS 
A. It is apparent that comprehensive (full scope) optometric 
care is not routinely being provided to the recipients of military 
health care. A major factor may be an insufficient number of 
optometrists to provide the required services. This is evidenced by 
an optometrist to population ratio that approximates 1:23,000, as 
determined by this study. One study supports a ratio of 1:7,840 
for adequate care under an "entitlement" plan, such a National 
Health Insurance, the armed forces, or prepaid health care plans 
(HMOsJ. 14 
B. An organizational structure where optometry is respon s-
ible to ophthalmology/surgery appears to erect a barrier to provid-
ing full scope optometric services, possibly due to the philosophi-
cal differences between the two professions. 
C. Individual attitudes and perceptions of what constitutes 
full scope optometric care also present a barrier to providing full 
scope care. When optometrists perceive that they are providing 
comprehensive care, but are, in fact, providing less than full 
scope care, then there is no perceived need for greater services. 
D. The vast disparity in optometrist to population ratios 
(1:7,250 to 1:75,000) in the United States Army, leads one top 
conclude that there is a maldistribution of providers to patient 
needs that far exceeds a similar problem existing in the c iv ilian 
sector. When a facility has to supply the vision care needs of too 
large a population, invariably the scope of services is reduced to 
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provide "the most good for the greatest number," rather than 
optimal care. 
E. The majority of career optometrists, although indicating 
that they were providing full scope care, were in fact providing 
only basic care. 
full scope care, 
This difference in perception of what constitutes 
may also present a barrier to the provision of 
full scope care at the installations where career optometrists 
perform their duties in a supervisory role as well as providing 
primary eye care. 
F. The fact that vision training/orthoptics is no longer a 
reimbursable benefit under CHAMP US, leads to: ( 1) more referra ls 
to ophthalmology for surgical consultation than would otherwise be 
th e case if reimbursement was present, and ( 2) patients therefore 
are not receiving the proper optometric care because the military 
optometrist cannot provide all the vision training that his/her 
pati ents require. 
RECOMMENDATIONS 
With all the demographic data collected by the armed forces 
on its active duty personnel, retirees and thei r dependents, it 
appears that there is inefficient utilization of such information. 
Properly utilized, data processing equipment could be much more 
useful in determining the patient population and their vision and 
general health care requirements. In utilizing the current data, 
force development and planning agencies in the military are 
handicapped by not having access to more accurate and meaningful 
data. Therefore, health care resources are not being allocated with 
the proper precision with respect to the needs of the patient 
population. This needs to be accomplished so that ratios such as 
1:7,000, 1:12,000, or 1:17,000 are not bandied about with so much 
aplomb; rather, a ratio that is truly indicative of the needs of 
the population needs to be established. This clearly was and is 
the goal, in spirit if not the letter, of the 1968 legislation 
establishing Comprehensive Health Planning Agencies, although not 
specifically addressing the manpower issue. 27 
Several recommendations have been made to provide the 
impetus and subsequent wherewithal to bring about the necessary 
changes in the military health care system to achieve comprehen-
sive optometric care. The first is by Legler, who recommends: 5 
" ... Statistical reporting should be standardized by regulation to 
give the Chief, Optometry Section/Service/ Corps, a valid basis for 
decision making. At present, optometric Army-wide statistics are 
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invalid because there is no standardization for reporting. Obvious-
ly, if the Chief of Optometry cannot supply the Surgeon General 
with the supporting statistics, the Surgeon General relies on those 
submitted by the Registrar service which has been unfavorable to 
Optometry. .•. A registry of current clinics describing the 
scope of optometric services [available] should be published. This 
could. . facilitate inter-service optometric referrals. This registry 
should include a listing of active duty optometrists and their 
special ties to aid not only in referral, but also in reassignments, 
insuring that multiple-staffed clinics would have the personnel to 
offer a widened scope of practice." 
1 Averill suggests: "Several solutions are within the realm of 
possibility. The most preferable would be creation of a totally 
separate and independent Optometry Corps within the Army, Navy, 
and the Air Force (just such a proposal had been introduced 
during this (the 97th Congress) legislative session ] . . Chances 
of such a corps being authorized and created are dismal. • •• A 
second option would be administrative changes specifically allowing 
the commissioned military optometry officer to de l iver the full 
scope optometric care that his professional colleagues provide in 
the civilian sector, without. .medical direction of optometric 
services. Repeated efforts at various levels have shown that a 
solution by administrative fiat is unlikely to occur. The third and 
perhaps most realistic approach would be transfer of all optometric 
practice to the out-patient facilities. .. This would most nearly 
approximate the civilian setting, [ and] would a l low the optometrist 
to deliver the full range of optometric care. It 
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Greene and Fox 4 state: "The goal of high quality vision 
care has not and will never be met without the liberation of 
military optometry 
must be 
from the supervision of military medicine. Op-
tometrists given real control over optometric policies, 
This will come about only when plans, and clinical practices. 
Congress passes legislation establishing not only a separate and 
independent Corps of Optometry for each branch of the armed 
forces, but also provides for a mandate for the development of a 
first class vision care program under the supervision of a senior 
optometry officer. The passage of such legislation will obviously 
require the support of aJ.) optometry. . The active and vig-
orous support of optometry is needed now to bring about the 
establishment of a truly independent optometry corps and service 
in each branch of the armed forces. Without such support for 
military optometry, it is unlikely that civilian optometry will ever 
realize its rightful place in America 1 s health care system." 
Determining the appropriate number and distribution of op-
tometrists to provide comprehensive vision care to the beneficiaries 
of military health care is a multi-faceted problem; (1) Congress 
needs to formally sanction the benefits mission, thereby clearing 
the air with respect to retirees and dependents 1 promised bene-
fits 1 ; ( 2) identification of optimal re-examination intervals for 
different age groups and those with certain visual conditions; (3) 
identification of the magnitude of the patient population in the 
catchment area of each military health care facility and the 
demographic and health characteristics of that population; (4) 
determination of the optimum number of optometrists and ancillary 
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personnel required to provide comprehensive vision care to the 
identified population; (5) providing adequate facilities with which 
to provide the optimum level of care; and (6) recruitment and 
retention of optimal staffing, both professional and ancillary 
personnel. 
In closing it is appropriate to quote Moxley: 29 "First and 
foremost, you should be health professionals; but the demands of a 
dynamic... society also require that you be an economist and a 
humanist. We cannot simply retreat behind our walls of profes-
sional anonymity. Each of us must go out as an individual to 
confront change, if we are to have any hand in shaping the 
future. It is particularly important that our views not be paro-
chial [or provincial], but reflect a more catholic [and cosmopoli-
tan] view of ourselves and our world." 
REFERENCES 
1. Averill RW: Journal Washington Report. J Am Optom As soc 
46(4): 374-376, Apr 1975. 
2. Eger MJ: Why Would Anyone Want to be an Optometrist in 
the Army? J Am Optom Assoc 45(7): 800-803, Jul 1974. 
3. Johnson DE: Optometric Triage in Military Screening. Optom 
Weekly 62(36): 825-828, Sep 9, 1971. 
4. Greene BC, Fox DH: Military HMO' s. J Am Optom Assoc 45(7): 
806-808, Jul 1974. 
5. Legler TR: Why the Career OD in the Army is Biting the 
Bullett Today. J Am Optom Assoc 47(8): 1082-1084, Aug 1976. 
6. Symposium, Part I: Is America Keeping Its Promise to the 
Military O.D.? Opt J Rev Optom 114(5): 40-47, May 1977. 
7. Bucar AA: Health Maintenance Organizations and the Future 
of Optometry. J Am Optom Assoc 43 (10): 1049-1051, Sep 1972. 
8. Optometry and Health Maintenance Organizations. American 
Optometric Association, St. Louis: 1978, p 10. 
9. Eger MJ: Scope of Optometric Care (A New Concept). J Am 
Optom Assoc 45(3): 365-366, Apr 1973. 
10. Day RE: New Concepts in Optometry. J Am Optom As soc 
44 (8): 800-803, Aug 1973. 
11. Holmes GB: A Change in the Delivery Systems of Optometric 
Care. J Am Optom Assoc 45(2): 131-133, Feb 1974. 
12. Optometry: Education for the Profession. Report of the N a-
tional Study of Optometric Education. Washington, National 
Commission of Accrediting, 1973, pp. 2-44. 
13. Turner HC: Optometry and the Military. J Am Optom As soc 
47(2): 168-170, Feb 1967. 
14. Birchard CE, Elliott TF: A Re-evaluation of the Ratio of 
Optometrists to Population in the United States in the Light 
of Socio-Economic Trends in Health Care. Am J & Arch Am 
Acad Optom 44(1), (2), (3), (6): 3-20, 91-105, 168-182, 
394-410, Jan-Mar, Jun, 1967. 
55 
15. Butter I: Health Manpower Research, A Survey. Inquiry 
4(4): 5-41, Apr 1967. 
16. Mote HG: A Statistical Survey of Optometric Manpower Needs. 
17. 
J Am Optom Assoc 40(12): 1193-1196, Dec 1969. 
Haffner AN, et al: 
in Optometry. U.S. 
tration, Aug 1971. 
22151, PB-202 813. 
A National Study of Assisting Manpower 
Department of Labor, Manpower Adminis-
Available from: NTIS, Sprinfield, VA 
18. Department of Health, Education and Welfare, National Cen-
ter for Health Statistics, Vital and Health Statistics, Series 
14, Number 8, Optometrists Employed in Health Services, 
United States, 1968, 1973. 
19. Department of Health, Education and Welfare, National Cen-
ter for Health Statistics, Vital and Health Statistics, Series 
14, Number 13, Optometric Manpower, Characteristics of Op-
tometric Practice, United States, 1968, 197 4. 
20. Handler A: Decennial Census Data for Selected Health Occupa-
tions, United States, 1970. Department of Health, Education 
and Welfare, Public Health Service, Health Resources Adminis-
tration, National Center for Health Statistics, Washington: 
1975. 
21. Shulman AM: Optometric Manpower Development and Utiliza-
tion: A Look Toward the Future. J Am Optom Assoc 47(2): 
227-233, Feb, 1976. 
22. Optometric Manpower Resources Project: Optometric Manpower 
Resources, 1973. Department of Health, Education and Wel-
fare, Public Health Service, Health Resources Administration, 
Health Manpower, Washington: 1976. 
23. United States Bureau of Health Manpower: The Impact of 
Comprehensive National Insurance on Demand for Health 
Manpower. Department of Health, Education and Welfare, 
Public Health Service, Health Resources Administration, Bur-
eau of Health Manpower, Washington: 1976. 
24. United States Health Resources Administration, Manpower An-
a lysis Branch: A Report to the President and Congress on 
the Status of Health Professions Personnel in the United 
States. Department of Health, Education and Welfare, Public 
Health Service, Health Resources Administration, Bureau of 
Health Manpower, Manpower Analysis Branch, Washington: 
1978. 
25. Bernstein S: Supply of Optometrists in the United States: 
Current and Future. Department of Health Education and 
Welfare, Public Health Service, Health Resources Administra-
tion, Bureau of Health Manpower, Washington: 1978. 
26. 
56 
Klein SD, McConnel WR, Nelson AH: Vision Manpower Needs 
in the Western States. Western I ntersta.te Commission for 
Higher Education, Boulder: 1979. 
27. Lowe S, Mayer CL, Ragsdale R: A Study of Productivity in 
Optometric Practice: l ts Relation to Manpower Planning. 
Doctoral Thesis, Pacific University College of Optometry, 
1979. 
28. Dean DJ, Farrar MK: Mode and Scope of Practice: A Survey 
of Practicing Optometrists. Doctoral Thesis, Pacific Univer-
sity College of Optometry, 1980. 
29. Colby DP, Schlaffman RJ: A Survey of the Optometric Prac-
tice in the Armed Forces. Doctoral Thesis, Pacific Univer-
sity College of Optometry, 1980. 
30. Army Times, Number 35, Apr 13, 1981, p 2. 
31. Moxley JH: Early Perceptions of Military Medicine: Mil it Med 
145(3): 165-168, Mar 1980. 
32. Report to the Congress: Legislation on Sizing Military Med-
ical Facilities Needed to Correct Improper Practices, Save 
Money, and Resolve Policy Conflicts. US General Accounting 
Office, 1980. 
33. Pennington J: Optometric Participation in the HMO. Am J 
Opto, and Arch Optom 49(9): 764-768, Sep 1972. 
34. Kaminski A, Pennington J: A Vision Care Module Within a 
Prototype HMO. J Am Optom As soc 46 ( 9) : 875-880, Sep 1975. 
35. Gensler P: An Impending Crisis--Optometric Participation in 
HMOs. J Am Optom Assoc 45(2): 162-167, Feb 1974. 
36. Letters to the Editor. JAm Optom Assoc 51(2): 550, Jun 1980. 
37. Baldwin, W: Draft Report of the AOA Manpower Study Task 
Force. American Optometric Association, St. Louis: 1980. 
APPENDIX A 
COVER LETTER AND SURVEY INSTRUMENT 
DEAR DR. 
THE ENCLOSED SURVEY WAS DEVELOPED IN AN ATTEMPT TO DETERMINE 
THE 1 STATE OF MILITARY 0PT0METRY 1 • SINCE AM A HEALTH PROFESSIONS 
SCHOLARSHIP PROGRAM (HPSP) STUDENT PREPARING TO ENTER THE ARMY 
FOLLOWING GRADUATION AND ONE OF MY REQUIREMENTS AS A FOURTH YEAR 
STUDENT AT PACIFIC UNIVERSITY COLLEGE OF OPTOMETRY IS A RESEARCH 
PROJECT, HAVE CHOSEN TO DETERMINE WHAT, IF ANY, BARRIERS EXIST 
THAT MIGHT OR DO PRECLUDE THE PRACTICE OF FULL-SCOPE OPTOMETRY IN 
THE t-11LITARY. ASSUMING THAT THE SURVEY WILL INDICATE THAT THERE 
ARE INDEED S0~1E IDENTIFIABLE BARRIERS, PERCEIVED AND/OR REAL, 
RECOMMENDATIONS WILL BE ADVANCED AS TO WHAT STEPS MIGHT BE TAKEN 
TO ELit'-iiNATE SUCH BARRIERS. 
PLEASE DON 1 T FEEL INTIMIDATED BY THE QUESTIONS; TRY TO ANSWER 
THEM AS ACCURATELY AS POSSIBLE AND WHERE THE PROVIDED RESPONSES DO 
NOT ALLOW FOR ADEQUATE ANSWERS ON YOUR PART, PLEASE FEEL FREE TO 
ADD APPROPRIATE COMMENTS. PLEASE DON 1 T FEEL CONSTRAINED TO ANSWER 
1 YES 1 OF 1 N0 1 , IF THOSE DO NOT ACCURATELY REf"LECT YOUR FEELING WITH 
REGARD TO ANY SUCH QUESTION; ADD YOUR COMMENT, ON ANOTHER SHEET IF 
NECESSARY. THIS SURVEY IS NOT INTENDED AND WILL NOT BE USED TO Jv1AKE 
ANY JUDGEMENT(s) ABOUT ANY INDIVIDUAL'S DELIVERY OF EYE CARE SERVICES 
(SINCE YOUR NAME WILL NOT BE ASSOCIATED WITH THE SURVEY INSTRUMENT), 
BUT RATHER TO TRY AND COMPILE DA~~ THAT FAIRLY AND ACCURATELY REFLECTS 
THE CURRENT STATUS OF OPTOMETRIC PRACTICE IN THE ARMED SERVICES. 
PLEASE CONTACT YOUR PATIENT ADMINISTRATION 01VISION (oR THE 
EQUIVALENT OFF ICE THAT MAINTAINS SUCH DATA) TO ASCERTAIN AS ACCUR-
ATELY AS POSSIBLE THE DATA CONCERNING THE SIZE OF YOUR PATIENT pop-
ULATION AND THE MAKEUP OF THAT POPULATION (I.E., PERCENTAGES OF 
ACTIVE DUTY PERSONNEL, THE J R DEPENDENTS, RETIREES AND THEIR DEPEN-
D E N T S ) • MY L I M I T E D E X PER I EN C E A T M I L I TAR Y I N S T A L LA T I 0 N S (VII T H 
REGARD TO HEALTH CARE SERVICES) HAS THUS FAR DE~l ONSTRATED THAT THE 
Q U E S T I 0 N S R E G A R D l N G P A T I E N T B A C K L 0 G A N D i·l A I T I N G P E R I 0 D F 0 R A N E Y E 
EXA,~11NI\TION ARE EASILY ANSWERED, DUE TO THE MANNER IN WH IC H APPOINT-
MENT SCHEDULES ARE OPENED AND CLOSED; THEREFORE, COMMENTS ABOUT HOW 
AP POINT MENTS ARE HANDLED AT YOUR FACILITY ARE SOLICITED. 
YOUR TIHELY COOPERATION IN THIS ENDEAVOR IS GR EATLY APPRECIATED 
AND I 1 LL BE LOOKING FORWARD TO ME~TING YOU AT FUTURE CON VENTIONS, 
CONGRESSES, SEMINARS, ETC. As A STUDENT MEMB ER OF T HE ARMED FORCES 
0PTOI·~ETRIC SOCIETY, WANT TO THANK YOU IN ADVANCE FOR YOUR HELP 
AND GENER OU S GIVING OF YOUR TIME T O A PR OJECT WHOSE GOA L IS TO P RO-
VIDE BETTER VISION CARE TO THE RECIPIENTS OF MI L ITARY OPTOMETR1C 
SE RV ICES, IF POSSIBLE, AND .GREATER PROFESSIONA L SATISFACTIO N TO 
MILITARY OPTOMETRISTS. 
SI NC ERELY ~. 
/21k'tf;;!--
ALDEN P. JOH NSON 
2LT. , USAR, MSC (sooN 
1·1 I TH 
TO BE A CAP TAIN 
A LITTLE LUCK) 
P.S. S 0 R R Y Tf-1 A T I C 0 U L D th SEND 0 U T P E R S 0 N /1 L L E T T E R S T 0 E A C H 0 F Y 0 U • 
GRADUATE OF WHICH SCHOOL/COLLEGE OF OPTOMETRY YEAR 
AGE GRADE GRADE OF RATER/SuPERVISOR ___________ _ 
TIME IN SERVICE _______ YEARS ______ MONTHS 
CAREER ___ _ NoN-CAREER ___ _ UNDECIDED ___ _ 
RESERVE REGULAR 
BRANCH OF SERVICE: AIR FORCE ARMY NAVY 
RATER'S SPECIALTY! O.D. M.D.(D.O. ) ____ 0THER(SPECIFY) _________ _ 
DESCRIBE YOUR ORGANIZATIONAL STRUCTURE.(WHAT SERVICE/DIVISION DOES OPTOMETRY 
REPORT TO?) 
WHAT IS THE SIZE OF THE PATIENT POPULATION (TOTAL) SEEKING EYE CARE AT YOUR 
FACILITY? (PLEASE CONTACT PAD OR APPROPRIATE AGENCY) 
WHAT IS THE MAKEUP OF THAT POPULATION (I.E., WHAT ARE THE PERCENTAGES OF 
ACTIVE DUTY, THEIR DEPENDENTS, RETIREES AND THEIR DEPENDENTS)? 
WHAT OPTOMETRIC/VISION CARE SERVICES DO YOU/DOES YOUR FACILITY PROVIDE? 
How MANY OPTOMETRISTS PROVIDE EYE CARE SERVICES AT YOUR FACILITY? 
ANY IN AN ADMINISTRATIVE ROLE AS PRIMARY DUTY? IF SO, HOW t>1ANY? 
How MANY OPHTHALMOLOGISTS/OPH~HALMOLOGY RESIDENTS/INTERNS PROVIDE EYE CARE 
S E R V I C E S AT Y 0 U R FA C I ;L I T Y? 
How MANY TECHNICIANS ARE UTILIZED AT YOUR EYE CARE FACILITY? 
WHAT PROCEDURES/TESTS ARE PERFORMED BY TECHNICIANS AT YOUR FACILITY? 
A) Do YOU FEEL THAT THEY .ARE/COULD BE/SHOULD BE TRAINED/ENCOURAGED TO DO MORE 
PRECEDURES/TESTINGITEACHING? (CIRLE APPROPRIATE RESPONSES AND ELABORATE) 
ARE 
:~ 
~l 
EYE CARE SERVICES RESTRICTED TO: 
ACTIVE DUTY ONLY 
ACTIVE DUTY AND THEIR DEPENDENTS ONLY 
I) RESTRICTED TO DEPENDENTS FROM AGES--- TO • 
THERE ARE NO RESTRICTIONs As To sTATus TAo;· AD7DEP, RET., REriDEP. ) ___ _ 
SERVICES ARE RESTRICTED TO REFRACTIONS AND SPECTACLES ONLY 
SERVICES RESTRI ,CTED AS IN 1 D 1 \.JITH THE ADDITION OF FOLLOv.'UP FOR EXISTING 
CONTACT LENS WEARERS 
I N -0 F F I c E v I s l 0 N T R A I'NIN G IT HE R A p y I s N 0 T p R 0 v I D E D 
low VISION EVALUATIONS ARE NOT PROVIDED 
THERE ARE NO RESTRICTIONS TO SERVICES RENDERED 
THERE ARE NO RES TRICTIONS TO SERVICES RENDERED, RE GARDLESS 
STATUS (AS DEFiNED IN 1 C 1 ABOVE) __ _ 
OF PATIENT 
WHAT IS THE POLICY/PROTOCOL FOR PEDIATRIC PATIENTS \viTH STRA BISM US (I.E., 
SOLELY YOUR PROFESSIONAL JUDG~MENT, PATIENT MUST BE REFERRED TO OPHTHALMOL OG Y) ~ 
'v/H A T I S THE P 0 L I C Y / P R 0 T 0 C 0 L F 0 R AD 0 L ESC ENTIA D U L T PAT I EN T S \..J I T H S T R A B l S MUS? 
How ARE THESE POLICIES/PROTOCOLS ESTABLISHED? 
HOW MANY PATIENTS ARE YOU SC HEDULED/Do YOU SEE PER DAY? 
How MANY EYE EXAMINATIONS DO YOU PERFORM PE R DAY? 
Ho w MUC H TIME ARE YOU SCHEDULED WI TH A PATI ENT FOR AN EYE EXAMI NA7 10 N? 
IN YOU R OP I NION, THE tHIO UNT TO TI~1 E AL LOCATED FOR AN E YE EXAMI N/· TI ON IS 
ADE QU ATE TO PROVIDE OPTI MAL/NO MI NAL/MI N IMAL VISION CARE. (C!R CLE ONE) 
Do YOU FEEL THAT YOU ARE RE QU I RED TO SE E TOO MANY P ATI ENTS PER DAY TO ~RO VIDE 
T 1-1 E Q U A L I T Y 0 F C A R E Y 0 U Q .. L~_.LB_s_ T 0 P R 0 V I D E ? Y E S N 0 
A ) I F Y E S , \·1 H A T , I F A N Y T H I N G \·J 0 U L D H E L P T 0 A L L E V I A T E T H E S I T U A T I 0 N : 
l l ANOTHE R OPTOM ETRIST ? YES No 
2 AD D I T I 0 N A L T E C H N I C I A N ( S ) '?y E S --=--N C ---
3 I NCR E AS ED U T I L : Z A T I 0 N 0 F CUR R E N T T [ C H N I C I A 1·1 ( S ) ? Y E S __ No_· _ 
L~ ) i\\1 ARE tJ E S S 0 tJ T H [ PAR T 0 F' 0 THE R II E A L T H / E YE CARE P R 0 FE S S I 0 N A L S 0 F THE 
ABI L ITIES AND DESIRE OF OPTOMETRISTS TO PROVIDE EYE CARE OVER AND 
ABOVE 1 REFRACTIONS ONLY 1 IF THE SITUATION A L LO~!ED? YES No 
5) OTHER (SPECIFY) 
Do YOU FEEL THAT TH: QUALITY OF' YOUR CARE TO THE P~TIENT IS DIMINISHED OR 
DEGRADED BECAUSE THE NUMBER OF PATIENTS YOU ARE REQUIRED TO SEE IS EXCESSIVE? 
YEs No 
DESCRIBE A TYPICAL EXAMINATION SEQUENCE (I.E., PROCEDURES/TESTS USUALLY OR 
ROUTINELY CONDUCTED BY YOURSELf AND/OR YOUR TECHNICIAN(s)) FOR THE FOLLOWING 
AGE GROUPS: 
0-5 YEARS--
6-12 YEARS (GRADES 1-6)--
13-22 YEARS (GRADE 7 THRU COLLEGE)--
23-48 YEARS (PREPRESBYOPES)--
4!-6J YEARS (INCREASED INCIDENCE OF GLAUCOt.JA, HYPERTENSION, DIABETES, ETC.) 
6 8+ Y E A R S ( I N C R E A S E D I N C I D E N C E 0 F' SMD , C ME , C A T A R A C T S , l 0 l S , D E T A C H lvl E N T S ) 
WHAT DOES ~ULL-SCOPE OPTOMETRY MEAN/IMPLY TO YOU? (ELABORATE,PLEASE) 
Do YOU FEEL THAT YOU ARE PRACTICING FULL-SCOPE OPTOMETRY? YES No 
A ) I F N 0 , I T I S P R I l~ .t.. R I l Y 8 E C A U S E : 
I l PATIENT LOAD PRECLUDES IT 
2 SuPERVISORY/t-IED I CAL OPPOSmON 
3 I D 0 N, I T D E s I R E T 0 p R 0 v I D E A L L THE s E R v I c E s 0 p T 0 M E T R I s T s A. R E T R A I N E D 
TO PROVIDE (FOR WHATEVER REASON; LACK OF EXPERIENCE, EDUCA T IONAL 
B A C K ::; R 0 U N D , E T C • ) , B U T E N S U R E T H A T P A T I E N T S A R E 1·1 A D E A 1,~ A R E T H A T S U C H 
RESOURCES ARE AVAILABLE (EVEN IF THEY MUST BE PAID OUT OF POCKET) AND 
REFER APPROPRIATELY 
I FEEL THAT I AM PRACTICING OPTOMETRY ABOVE/COMMENSURATE WITH/BELOW MY LEVEL 
OF TRAINING/EDUCATION/t: XPERTISE. (CIIHLE AS APPROPRIATE) 
Is THERE A BACKLOG OF PATIENTS WAITING TO RECEIVE EYE EXAMINATION AT YOUR 
FACILITY? YES No 
A) I F Y E S , H 0 W L ON G 0 R H 0 \v I_, ANY? 
WHAT IS THE LENGTH OF TIME THAT PATIENTS ROUTINELY WAIT TO BE SCHEDULED FOR 
AN EYE EXAMINATION (NON-EMERGENCY SITUATION) FOR ACTIVE DUTY? 
.SE ELABORATE ON YOUR APPOINTMENT SYSTEM... FOR DEPENDENTS? _________ _ 
UOES YOU R FACILITY/DO YOU UTILIZE A SCREENING TECHNIQUE (TRIAGE) TO S CHEDULE/ 
RESCHEDULE ACTIVE DUTY APPOINTMENTS? YES No 
B I S I T U T I L I Z E D T 0 E L I f~ I N A T E A P A T I E N T B A C K L 0 G ? Y E S N 0 
C I S I T U T I L I Z E D T 0 R E D U C E T H E ~~ U t·1 B E R 0 F N 0 - S H 0 \.J S ? Y E S ~J 0 
AliF YES, IS IT UTILIZED CONTINUOUSLY? YES NO _ _ 
0 D 0 Y 0 U T H I ~j K T H E C R I T E R I A N 0 R t-1 A L L Y E M P L 0 Y E D I N A T R I A G E S I T U A T I 0 N A D V E R S E L 
AFFECTS/PRECLUDES PREVENTIVE EYE CARE (PATIENTS WITHOU T SYMPTOMS OR CO M-
PLAINTS ARE NOT SCHEDULED FOR A ROUTINE ANNUAL OR BIANNUAL EXAMINATION)? 
YES No 
I ) -, F y E s -, -;:; H I c H 0 F T H E F 0 L L 0 It/ I N G c 0 u L D Is H 0 u L D B E p R 0 v I D E D T 0 R E N D E R 
BETTER CARE OR ALLEVIATE THE SITUATION: 
A ANOTHER OP TOMETRIST? YES No 
B ADD I T l ONAL TECHNIC I AN (s )?--'fEs_:=-No __ 
C INCREASED UTILIZATIONS OF CURRENT TECHNICIAN(s)? YES No 
D UTILIZATION OF AN AUTOREFRACTOR? YES No 
E OTHER (SPECIFY) 
WOULD UTILIZATION OF AN AUTOREFRACTOR: 
A) ALLOW YOU TO SPEND MORE TIME WITH YOUR PATIENTS FOR PA TIE NT EDUCATION 
(I.E., EXPLANATIONS, ANS\o/ER PATIENT QUESTIONS) THEREBY PROVIDE BETTER 
cARE? YEs No 
)R Be ) REQUIRE YOU TO SEE MORE PATIENTS? YES 
) 80TH OF THE ABOVE 
No 
IF THE COST OF AN AUTOREFRAC T OR COU~D BE JUSTIFIED, \o/HAT BRAND \o/OULD YOU LIKE 
TO SEE PROCURED? 
Hu MPHREY A.O. SRI I I A.O. SRIV AcuiTY SYSTEMS DIOPTRON 
OTHER (sPECIFY) ________ ===---
WHAT EYE CARE SERVICES \o/OULD YOU LIKE TO PROVIDE THAT YOU CURRENTLY ARE NOT? 
(ELABORATE PLEASE, FOR INSTANCE RESERVATIONS ABOUT OFFERING CONTACT LENS 
FITTING BECAUSE OF THE INHERENT PROBLEMS WITH LIMITING THE NUMBER OF PEOPLE 
AND THE RESULTING COMPLAINTS) 
A) WHAT IS PREVENTiNG YOU FROM OFFERING THEM AT THIS TIME? 
I) LACK OF PROPER TESTING/TRAI NING EQ UIP MENT? YES 
A) IF YES, IS EQUIPMENT ON ORDER? YES No 
l) IF NO, \.JHY? 
No 
Al LACK OF FUNDING AVAILABLE BASED ON PRIORITIES? YES 
B LACK OF SUPPORT BY SUPERIORS/ADMINISTRATION? YES 
C OTHER (SPECIFY) 
Nor ENOUGH T l~i E AVA ll ABLE/fiACKLOGOF?'ATIE NTS? YES 
t'-lo 
No 
~ l' 5 S0PERJOR/RATER OPPOSITION? YEs No DE: p A R HIE N T 0 f ~J! E D f c l N E s u R G E RY - 0 p H T H A L M 0 L 0 G y OTHER (sPECIFY) _____ . __ ==:_ ___ _ No OPPOSITION. 
ESTIMATE THE NUMBER OF CONTACT LENS EXAMINATIONS (FITTING) LO\o/ VISION 
E v A L u A T I 0 N s v I s I 0 N T R A I N l N G IT H E R A p y E X A M I ~~ A T I 0 N s TH AT YOU COMPLETE 
DURING THE LAST YEAR. 
ESTIMATE THE NUMB ER OF EYE EXAMINA TIO NS/VISUAL ANALYSES COMPLE TED DURING THE 
LAST YEAR _______ _ 
ESTI MA TE THE NUNBER OF VISION TRAINING/THERAPY SESSIONS YOU CONDUCTED DURING 
THE LAST YEAR 
IF YOU CANNOT/Do NOT DESIRE TO PROVIDE NECESSARY EYE CARE SERVICES, WHAT IS 
THE PROTOCOL FOR REFERRAL ? 
ESTIMATE THE PERCENTAGE OF PATIENTS THA T YOU REFERRE D FOR ADDITIONAL EYE CA RE 
DURING THE LAST YEAR--~%. 
OF THOSE PATIENTS REFERRED, WHAT PERCENTAGE WERE TO OPHTHALMOLOGISTS ~% 
v/HAT PERCENTAGE WERE TO OPTOMETRISTS _ ____j-
A) 8F THOSE REFERRED TO OPHTHALMOLOGISTS, WHAT PERCENTAGE WERE MILITARY ____ J 
WHAT PERCENTAGE WERE CIVILIAN 3 
( P R ACT I T I ONE R S 1 N 0 T PAT I EN 'TS) 
B) OF THOSE REFERRED TO OPTOMETRISTS, WHAT PERCENTAGE WERE MILITARY % 
\vHAT PERCENTAGE WERE CIVILIAN=___% 
As YOU ARE AWARE, SERVICES FOR VISION TRAINING/VISION THERA P Y/ORTHOPTICS 
RENDERED BY CIVILIAN OPTOMETRISTS ARE NOT CURRENTLY REIMBURSABLE BY CHAMPUS. 
IN LIGHT OF THIS FACT, HOW DOES THIS POLICY AFFECT THE ULTIMATE CARE RECEIVED 
BY YOUR PATIENTS (!,E., A PATIENT WOULD BENEFIT FROfvJ V.T., BUT DUE TO FACT 
THAT YOU CAN 1 T/DON 1 T PROVIDE THE CARE AND THE PATIENT CAN 1 T AFFORD TO PAY FOR 
THE SERVICES OF A CIVILIAN OPTOMETRIST)? 
A
8
) PATIENTS DON 1 T RECEIVE THE PROPER OPTOMETRIC CARE. YES No 
) MORE PATIENTS ARE REFERRED TO OPHTHALMOLOGY FOR SURGICAL CONSULTATION THA~ 
WOULD OTHERWISE BE THE C4SE IF THERE WERE CHAMPUS REIMBURSEMENT. YES No 
C ) I A M A B L E T 0 P R 0 V I D E A L L T H E V I S I 0 N T R A I N I N G /T H E R A P Y C A R E T H A T f~ Y P A TiE N T ~ 
REQUIRE. YEs No 
D) OTHER (SPECIFY;-____ ==: __ 
ls · YOUR EYE CARE FACILITY TASKED/RESPONSIBLE FOR PROVIDING ON-POST/BASE SCHOOl 
SCREENINGS? YES No 
A) IF NO, DO YOU DESIRE TO PROVIDE THIS SERVICE? YES No 
I) IF YES, IS THERE ENOUGH fliANPOWERITIME TO ENCO~~PASS SUCH AN ACTIVITY? 
YEs No 
ARE CHILDREN WITH LEARNING DISABILITIES (AS DEFINED BY PUBLIC LAW 94-142) 
ROUTINELY SCHEDULED FOR AN EYE EXAMINATION TO RULE OUT VISION/VISUALL~ RELATE[ 
PROBL£t.1S? YES No DON 1 T KNO\.J, BUT WILL ATTH1PT TO FINO OUT 
A) IF NO OR DON\'T KNOW, vJHAT CAN BE DONE TO SEE THAT THIS IS ACCOMPLISHED? 
WHAT PERCENTAGE OF THE FOLLO\.JING 
0 I LATE 
--err 
GROUPS DO YOU ROUTINELY DILATE/CYCLOPLEGE? 
0-5 YEARS 
6-12 YEARS 
i 3-22 YEARS 
2~ -40 YEARS 
41-60 YEARS 
60+ YEARS 
/0 
--~ 
___Jo 
--·~ 
--"o,(, 
_i 
CYCLOPLEGE 
---%--
---% 
=--% 
% 
=_% 
_fo 
\\1 H A T A R E T H E I N D I C A T I 0 N S Y 0 U U T I L I Z E T 0 D E T E R M I N E 'vJ H E N Y 0 U S H 0 U L D D I L A T E A 
PATIENT viHOM YOU \~OULD NOT ,ROUTINELY DILATE? 
WHAT INSTRUMENTS DO YOU UTILIZE TO EVALUATE THE FUNDI OF DILATED PATIENTS? 
A l B I o ~·I I c R o s c oPE v! 1 T H HR u BY I c oN T A c T LEN s __ 
B DIRECT OPHTHALHOSCOPE __ _ 
C M 0 N 0 C U L A R I N D I R E C T 0 P H T H A L i•1 0 S C 0 P E ---
D BINOCULAR INDIRECT OPHTHAU10SCOPE __ 
WHAT EQUIPMENT/IN S TRUMENTATION DOES YOUR FACILITY/DO YOU HAVE AT YOU DISPOSAL': 
A) BIOMICROSCOPE __ __ ll \o/1 TH GOLDMANN TONOMETER __ 
2) v.l I T H HRUBY LENS ---
B MONOCULAR INDIRECT OPHTHALMOSCOPE 
C BINOCULAR INDIR~CT OPHTHALMOSCOPE 
ON ORDER (x) 
D AUTO-PLOT TANGENT SCREEN -HARRINGTON-FLOCI<S __ , __ , __ _ 
E GOLDMANN PERIMETER 
F A.O. NCT MAKAY-MARG 
ScHlOTZ PNEUMA-TONOMETER 
ToN 0~1A T __ , ___ , ___ 
__ , __ _ 
1) WHICH OF THE INSTRUt-1ENTS IN 1 F 1 DO YOU UTILIZE MOST FREQUENTLY? 
G) Low VISION EVALUATION EQUIPMENT/CHARTS 
AMBLYOSCOPE/TROPOSCOPE/SYNOPTOPHORE/ROTOSCOPE H 
J 
K 
L 
M 
N 
AFTER-IMAGE TEST 
LANCASTER-HESS SCREEN WITH LIGHTS 
\-/ORTH 4-DOT 
POLAROID ANALYZERS ____ TITMUS STEREOTEST(s) 
VECTOGRAPHIC CHARTS, FAR NEAR 
OTHER, INCLUDING VT EQUIPMENT (sPEC"iFYJ 
ON ORDER 
(CIRCLE) 
(X ) 
(SPECIFY) 
__ , __ _ 
__ , __ _ 
WHEN A PATIENT PRESENTS WITH A FOREIGN BODY, DO YOU ROUTINELY ATTEMPT TO 
REMOVE IT OR GENERALLY REFER THE PATIENT? (ELABORATE) 
A) ARE YOU ENCOURAGE/DISCOURAGED TO DO EITHER, IF SO, WH ICH? 
WHEN A PATIENT PRESENTS WI~H A RED EYE, WHAT IS THE PRO TOCOL FOR EVALUATION 
AND TREATMENT? (ELABORATE) 
A) Do YOU ROUTINELY UTILIZE ANTI-INFECTIVES (BROAD-SPECTRUN ANTIBIOTICS AND/c 
ANTIFUNGALS) FOR ANTERIOR SEG~~ENT DISEASES (I.E., CONJUNCTIVITIS, dRITIS, 
KERATITIS, KERATOCONJUNCTIVITIS)? YES ___ No __ 
I) IF YES, THE TREATMENT IS UNDER DIRECT/REMOTE SUPERVISION. (CIRCLE) 
2) Do YOU SIGN THE PRESCRIPTION OR IS IT PRESIGNED BY AN M.D./D.O.? 
(ELABORATE IF DESIRED) 
Do YOU HAVE A HALF-DAY PER WEEK TO UTILIZE AS YOU SEE FIT PROFESSIONALLY 
IN YOUR CLINICAL SETTING (I.E., FITTING CONTACT LENSES, LOvJ VISION, VT)? 
YEs No 
A)-IF YES, HO\v DO UTILIZE THAT TIME? 
Do YOU HAVE A HALF-DAY PER WEEK OFF TO UTIL I ZE AT YOUR DISCRET I ON (I.E., PER-
S 0 N A L E R R A N D S , P R 0 F E S S I 0 N A L D E V E L 0 P 1,1 E NT , S T A Y I N G C U R R E ]'I T \.J I T H T H E 0 P T 0 ME T R I C / 
0 P H T H A L M 0 L 0 G I C A L L I T E R A T U R E , P H Y S I C A L E X E R C I S E , E T C • ) ? '( E S __ N 0 __ 
A ) I F Y E S , H 0 vi D 0 Y 0 U U T I L I Z E T H A T T I t·l E ? 
IF YOU DO NOT PLAN TO MAKE THE MILITARY A CAREER, PLEASE INDICATE YOUR PR IMAR ' 
"EASONS. 
IF YOU ARE UNDECIDED ABOUT A MILITARY CAREER, WHAT CHA NGES COULD/SHOULD THE 
MILITARY MAKE THAT MIGHT/WOULD CO NVINCE Yq u TO STAY IN? 
PLEASE FEEL F REE TO MAKE ANY ADDITION AL CO MM ENTS YOU THIN K MIGHT BE EHLPFUL. 
UP ON COMP LET IO N OF THE S URVEY, PLE AS E RETURN iT TO: 
2 l T • ALDEN P. J 0 H N S ON 
19 15 SW WE LLINGT ON AVE. 
PORT LA ND, OR 97225 
